To our knowledge, there are no previous studies published in English that document family practice residents' attitudes about training in Japan, nor are there any known international comparisons of residents' attitudes towards training.
We hypothesized that the specific stressors of generalist, non-specialist training as documented in previous studies in the U.S. [8] , would supersede cross-cultural borders. However, given the more robust history of family practice training in the U.S., we expected higher levels of satisfaction with the curriculum and other educational issues by the U.S. residents. We anticipated the stresses on a resident's social life and family life would be similar in both countries since these are not specialty specific. Given the strong tradition of family financial support for university students in Japan, and the high burden of resident debt in the U.S., we hypothesized that residents in Japan would have less financial stressors.
METHODS
This project began in April 1991 when one of the authors (MDF) , a second year family practice resident at the time, participated in a one month family practice elective at Jichi Medical School. A discussion with the Japanese residents prompted interest in surveying family practice residents about family practice training in Japan and the United States. Targeted participants included the current residents and graduates of the only two university affiliated family practice residency training programs in Japan, Jichi Medical School and Kawasaki Medical School, and for comparison, the current residents and fellows of the Family Practice program at the University of North Carolina in the United States. While there are a handful of Japanese family physicians who formally trained in family practice in Australia, Canada or the United States, they were not included in the study since their opinions would not reflect residency training in Japan.
The Japanese sites were chosen as they were among the first family medicine-oriented departments estab- The questionnaire was developed from themes identified during an informal focus group discussion with Japanese family practice residents at Jichi Medical School. The instrument was written in English, then translated into Japanese. Independent back-translation revealed no significant differences from the original instrument. It included items about basic demographics, and five-point Likert scale (1= all the time, 2 = frequently, 3 = sometimes, 4 = infrequently, 5 = never) questions about resident identity as a family physician, resident education, the doctor-patient relationship, personal life, economic issues and women's issues. The instrument was distributed at the Japanese sites in April 1991, and at the U.S. sites in May, 1991. A follow-up survey was distributed again to the current residents at the original Japanese sites in July, 1995, and at the University of North Carolina, University of Michigan, and one affiliated program of Michigan State University in November, 1995. A reminder was sent to nonrespondents at approximately two week intervals, though because the response rates varied the required follow-up efforts ranged from one to three attempts.
The data was entered into the statistical software pro- 
RESULTS
The demographics information of the participating physicians are illustrated in Table 1 . The response rates were: Japan-1991: 92%(12/13), U.S.-1991: 76%(13 /17); Japan-1995: 89%(34138), U.S.-1995: 91%(60/66). More Japanese respondents were male and single than in the U.S. groups in both years. The ages were similar, but the Japanese groups had more mean years of training than their U.S. counterparts (residency training at the two family practice programs in Japan spans six years).
Responses regarding perceptions about resident education in family practice are illustrated in Table 2 . While there were no statistical differences between Japanese and U.S. residents in 1991, there were three differences noted in 1995. Overall satisfaction with residency training was higher among U.S. than Japanese residents. Moreover, U.S. residents were more likely to report feeling that faculty had sufficient knowledge and had an appropriate attitude.
One implied goal of residency education is for residents to feel able to practice as an independent family physician, and their perceptions about their independ- feel threatened by family physicians as competitors as may be the case in the U.S. The markedly lower levels in satisfaction with clinical decision-making by Japanese residents may reflect fundamental differences in medical education. Medical students usually have much less direct patient responsibility than their U.S. counterparts. Subsequently the transition to full patient responsibility as a new resident occurs over a longer period in Japan. In fact, in the first two post-graduate years a resident is usually referred to as an intern. At the Fifteenth Annual Meeting of the Japanese Academy of Primary Care, Japanese residents participating in the Japan-U.S. Residency Training Debate specifically cited the need for medical students and residents to have more patient care responsibilities [1 1 ] . Perhaps the national movement to change undergraduate and post-graduate medical education in Japan will have a positive influence in the future. Since the distribution of this survey, the Ministry of Health, Labour and Welfare will mandate in 2004 that residents should rotate in the major medical disciplines during their first two years of post-graduate training in Japan.
Japanese residents lower assessments about their satisfaction with residency training, and assessments of faculty knowledge and assessments may reflect the paucity of family practice teachers in Japan with training in teaching the principles and practice of family medicine.
Japanese educators and residents should be cognizant of the potential costs of increased responsibility. While the U.S. residents reported higher levels of satisfaction with patient care, they also in both survey years reported feeling overworked. U.S. residents' high levels of self-confidence, and conversely, sleep and social deprivation may be related to the greater responsibility and reliance on residents for actual patient care in the U.S. Taken together, these results question whether high quality teaching experiences can only come at the cost of an excessive workload resulting in sleep deprivation, compromise of physical health, and decreased opportunity for socialization. Structural changes to limit resident work hours may have taken an effect since fewer residents reported sleep deprivation in 1995 than in 1991 [21] .
The lower levels of self-confidence may also reflect the more reserved nature of Japanese. While reports of feeling harassment were low for all categories of mental, physical, and sexual harassment, a response of five, that is, never experiencing that feeling would be the more desirable response. The data imply that harassment because of gender may complicate family practice training for women, and previous data from the US and Canada supports this assertion [22, 23] . The lower degrees of financial stress among Japanese than US participants is interestingly similar to lower concerns among Canadians, and as concluded by the authors of a previous study, likely reflects differences in financing of medical education [24] . To further develop the residency training system in Japan, Mukobara has advocated a stronger collaboration system between university and community hospitals, sending residency training leaders to training hospitals, and standardizing the assessment for completion of residency training [25] . Based on his own training experience, Waza advocates creating medical institutions that are closely connected with outpatient departments, where from the beginning doctors will focus their clinical abilities on the family and consideration of the community [10] . Another level of advancement of residency training in Japan could be the development of support services for residents in trouble. Both advice based on past experiences and empirical research on the types of services offered in various training programs may serve as a starting point reference for Japan [26] .
The sample size of both groups limits far-reaching conclusions, though at the time of this research, nearly all known university based family practice residents and graduates who had trained in Japan, were eligible to participate at least once. Because the U.S. respondents were all from university programs, it would be erroneous to assume that these three programs adequately represent the more than 200 family practice residency training programs in the U.S. Still, the results are consistent with findings that residents' overall satisfaction with training lessened with university program affiliation [18] .
To the extent that there are no known studies on resident training attitudes in general or specifically about family practice residents' attitudes in Japan, we feel this is an important descriptive study. Many Japanese resident difficulties are similar to those from the U.S. comparison group in this study and to issues previously identified in the literature. Responses by both U.S. and Japanese residents favoring curriculum improvements highlight the need for and difficulty of developing the optimal family practice curriculum. Further evaluation of residents' attitudes in the future may give teachers of family medicine in Japan a more comprehensive understanding of the stressors of residency training and mechanisms to reduce them.
